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The health of looked after children and 
young people: a summary of the literature. 
 
Dr Andrea Priestley and Dr Lisa Ann Kennedy, 
Centre for Excellence for Looked After Children (CELCIS) 
 
 
 
Abstract 
This paper gives an overview of some of the main research findings regarding the 
physical health, mental health and health behaviours of looked after children.  The paper 
begins with a child-level discussion of the health needs of looked after children, before 
considering some factors at the family-level, community-level and societal level which 
impact on the health of looked after children.  The approach taken emphasises the 
importance of context and illustrates the need to attend to and understand the 
environment in which children, young people and adults are situated.  The emerging 
implications for policy and practice have a common component in that they require an 
attendance to the diversity and individuality of looked after children.  This is reflected in 
the call for more targeted data collection, robustness of research, reviews of the 
effectiveness of current interventions and consistent evaluation. 
 
 
I Introduction 
 
1.1 8QGHUVWDQGLQJORRNHGDIWHUFKLOGUHQ¶VKHDOWKQHHGV 
Children who become looked after are children first and foremost.  There is a need to 
acknowledge and understand their diversity and individuality.  %HLQJµORRNHGDIWHU¶LVRQO\RQH
dimension of their identity and account needs to be taken of their wide variety of backgrounds, 
experiences, abilities and needs.  Reflecting this complexity, understanding the health needs of 
looked after children is far from straightforward.  In July 2014, the total number of looked after 
children in Scotland was 15,580.  7KLV UHSUHVHQWHG  RI 6FRWODQG¶V XQGer-22-year-old 
population.  Of the total µORRNHGDIWHU¶SRSXODWLRQ, 91% lived in community settings [that is: with 
parents (4,144), friends and family (4,181), foster carers (5,533), prospective adopters (201) or 
other community placements (51)], with the remaining 9% (1,470) in residential settings [that is: 
in residential homes (697), in residential schools (393), in secure accommodation (82),in crisis 
care (16) or other residential placements (282)] (Scottish Government, 2015).  The numbers 
and proportion of children looked after by friends, relatives or foster carers have been increasing 
since 2010, despite a levelling-off in the size of the total population over the same period. 
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2YHUWKHSDVWGHFDGHWKHDJHSURILOHRI6FRWODQG¶VORRNHGDIWHUFKLOGUHQ has changed, with the 
proportion of under-11 year olds increasing.  ,QRIORRNHGDIWHUFKLOGUHQZHUHRIµSUH-
VFKRRODJH¶-4 years) and RIµSULPDU\VFKRRODJH¶-11 years) (Ibid.).  This trend towards 
D\RXQJHUµLQFDUH¶SRSXODWLRQ may reflect changes in child welfare practice, with intervention 
YROXQWDU\RUFRPSXOVRU\WDNLQJSODFHHDUOLHULQDFKLOG¶VOLIH 
 
Almost half of the looked after children in Scotland are located in just two health board areas: 
NHS Greater Glasgow and Clyde, and NHS Lothian.  NHS Greater Glasgow and Clyde has 
responsibility for 33% of the Scottish looked after population and NHS Lothian 15% (Scottish 
Government, 2014.).  However, while these figures are an indicator of the unequal distribution 
of looked after children across Health Board areas, they hide the fact that many looked after 
children are placed away from their home health board.  Areas such as Dumfries and Galloway, 
with a high density of privately (independent or third sector) managed residential units and foster 
carers are likely to provide services to a much higher number of looked after children placed by 
other, more distant, local authorities than figures from the representative local authority areas 
suggest.1  No official figures for children placed out of their home local authority or Health Board 
area are available. 
 
The information above begins to raise awareness that the lived experiences of looked after 
children are likely to be diverse.  Some looked after children still live at home with their birth 
families, whilst others might need to live outwith the family home.  Some children may have 
begun to be looked after at birth, whereas other children may have entered the care system at 
15 years old.  Some children may have experienced sexual abuse, neglect, domestic violence; 
they may have parents who have passed away, have mental health issues, misuse drugs, and 
they may have experienced a number of these issues, or others, simultaneously. Some children 
may be looked after due to their disability. Moreover, in Scotland, there is an incomplete picture 
of the number of looked after disabled children, and their associated needs (For further 
discussion see Hill et al., 2015).  7KHUHIRUHORRNHGDIWHUFKLOGUHQ¶VSDWKZD\VWKURXJKFDUHGLIIHU
depending on their needs, age, family circumstances and so forth.  Equally, whilst on that care 
journey, some might have really positive experiences and outcomes whilst others might 
experience multiple placement moves between home, foster care and residential care, and 
disrupted access to education and health services. The health needs of looked after children 
will reflect this complexity and diversity. 
 
The diagram below illustrates how the health of an individual child both influences and is 
influenced by the contexts a child inhabits, from the immediate context of the family to the wider 
contexts of the community and society in which they develop.  It is important to understand the 
                                         
1
 See the Scottish Government Health Directorate (2013) Establishing the Responsible Commissioner: Guidance and 
Directions for Health Boards for a detailed discussion regarding the responsible Health Board. 
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interconnectedness of a child and their environment, alongside the temporal aspect ± that is 
WKHWLPLQJRISDUWLFXODUHYHQWVDQGNH\WUDQVLWLRQSRLQWVLQDFKLOG¶VOLIH.  This also alerts us to 
the issue that health services are part of a much broader picture. 
 
We need to recognise the importance of all aspects of the environment, for example, poverty, 
housing, education and so forth, which influence health in children, young people and adults 
alike.  Health services are an important part of this picture, but for health interventions and 
services to be effective we must take into account all of these influences.  In exploring the health 
needs of looked after children, this paper draws attention to the importance of the context in 
which children and young people are situated, and by means of which they act. 
 
 
 
Figure 1. Adapted from Newacheck et al. (2006)
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1.2 The legislative context 
Arguably, all legislation regarding children and young people who are looked after is, in some 
way, concerned with their wellbeing.  Health is an important part of wellbeing and so we might 
expect to find in the legislation the provision of extensive services with the specific intention of 
ensuring that their health needs are comprehensively addressed.  However, in terms of the 
statutory (legislative) framework, the provision of health services available to looked after 
children and young people in Scotland is quite limited. 
 
7KHUHOHYDQWODZUHODWLQJVSHFLILFDOO\WRµKHDOWK¶DQGµORRNHGDIWHUFKLOGUHQ¶FRQVLVWVRISURYLVLRQV
contained in the Children (Scotland) Act 19952 (for example, the young person must be 
examined by a registered medical practitioner before being placed), The Looked After Children 
(Scotland) Regulations 20093 (for example, local authorities must obtain a written assessment 
of the health and needs for health care), The Leaving Care (Scotland) Regulations 20034 (for 
H[DPSOHWKLVVWLSXODWHVWKDWKHDOWKPDWWHUVPXVWEHLQFOXGHGLQWKH\RXQJSHUVRQ¶VSDWKZD\
views) and the Children and Young People (Scotland) Act 20145 (for example, the Corporate 
Parenting responsibilities require that corporate parents take a number of actions in relation to 
the wellbeing of looked after children and care leavers). 
 
,QDGGLWLRQWRWKHVHVWDWXWRU\UHTXLUHPHQWVWKH6FRWWLVK*RYHUQPHQW¶V&KLHI([HFXWLYH/HWWHU
(CEL) 16 (2009) VHWVRXW DQXPEHURIH[SHFWDWLRQV IRU6FRWODQG¶V WHUULWRULDO+HDOWK %RDUGs.  
These include, among others, that every Board should: (a) nominate a director to take corporate 
responsibility for looked after children in their area; (b) ensure that every looked after child in 
their area has had a health assessment; and (c) ensure every looked after child in their area is 
offered a mental health assessment (by 2015).  In 2014 the Scottish Government published 
Guidance on Health Assessments for Looked After Children and Young People in Scotland, to 
assist Health Boards in fulfilling their obligation under CEL16 (2009). 
 
The absence of any coherent requirements for data collection by NHS Boards prior to 2014-15 
makes it difficult to summarise the types of health services provided for looked after children 
across Scotland.  Scotland-focused research (see Scott et al., 2013 for more discussion) has 
identified the following types of services: specialist nurses for accommodated looked after 
FKLOGUHQµ/$$&QXUVHV¶FRPPXQLW\QXUVLQJWHDPVLQFOXGLQJVFKRROQXUVHVPXOWLGLVFLSOLQDU\
µORRNHGDIWHUFKLOGUHQ¶WHDPVand dedicated mental health teams for looked after children. 
 
Given this context, this paper now discusses some of the main research findings regarding 
ORRNHGDIWHUFKLOGUHQ¶VSK\VLFDOKHDOWKPHQWDOKHDOWKDQGKHDOWKEHKDYLRXUV The discussion of 
the health needs of looked after children at the child-level is followed by a brief consideration of 
                                         
2
 Children (Scotland Act) 1995: Regulation 5(2)(b) 
3
 Looked After Children (Scotland) Regulations 2009: Regulation 40 
4
 Leaving Care (Scotland) Regulations 2003: Regulation 3(2) 
5
 Children and Young People (Scotland) Act 2014; Part 9  
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examples of factors at the family-level, community-level and societal-level.  This approach 
emphasises the importance of context and illustrates that we need to attend to, and understand, 
the environment in which children, young people and adults alike are situated in order to 
improve health outcomes. 
 
 
II The Health of Looked After Children 
 
2.1 Physical health 
Key messages from literature:  
x Looked after children appear to have higher rates of particular physical health 
conditions for example, dental caries, vision problems and obesity. 
x Some looked after children have incomplete health screenings and incomplete 
immunisation records. 
x More data is needed on the prevalence of physical health concerns among 
looked after children. 
 
Scott & Hill (2006) conducted a review that distilled research from across the UK to give some 
general indications about the health of looked after children in Scotland.  This report suggests 
that the physical health of looked after and accommodated children is generally good in spite 
of the adverse factors in their backgrounds (some of which were discussed above).  However, 
they offer two important caveats to this.  Firstly, many of the young people have lifestyles which 
present major threats to their present or future wellbeing, and secondly, there is a high incidence 
of mental health problems (including conduct disorders).  Moreover, some health problems and 
disabilities may only be identified later in life, including physical health issues such as foetal 
alcohol syndrome (FAS).  This may be particularly prevalent in children who become looked 
after because of parental substance use. 
 
Meltzer et al., (2004), reported on a Scottish survey (407 participants) carried out in 2002/2003 
by the Office for National Statistics, that asked carers and parents to rate the general health of 
the children they cared for.  Children who were living with foster carers were more likely to have 
very good health (70%) than those living with birth parents (48%) or in residential care (38%).  
This study also found that as the placement for the child became more secure, defined here as 
lasting two years or more, so the general health was more likely to be rated as very good. 
 
Other research, for example the Office for National 6WDWLVWLFV¶survey in England (Meltzer et al. 
2003), found that two-thirds of looked after children had at least one physical complaint, such 
as speech and language problems, enuresis (bedwetting), co-ordination difficulties or eye or 
sight problems.  Enuresis has been identified in a number of studies (for example, Meltzer et 
al., 2004; Stanley et al., 2004; Sempik et al., 2008) as stressful for young people and their 
carers, especially in residential settings, where it is particularly difficult to hide (Sempik et al., 
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2008).  Scott et al. (2013: 44) suggest that consistently observed issues for looked after children 
LQFOXGHµ>R@EHVLW\GHQWDOFDULHVDQGYLVLRQSUREOHPV¶DQGWKDWµUDWHVRIGHQWDOYLVXDODQGKHDULQJ
SUREOHPVPD\EHKLJKHUWKDQWKRVHRIWKHJHQHUDOSRSXODWLRQ¶  $VHSDUDWHµQHHGVDVVHVVPHQW¶
conducted by the Residential Care Health Project in 2004 (Scottish Executive) indicated that 
86% of these children had incomplete childhood health screenings, while 71% had not achieved 
their full immunisation status. 
 
Some caution should be exercised when interpreting the findings of the extant research on the 
health needs of looked after children.  Scott et al. (2013)6 suggest that drawing conclusions 
based on prevalence rates of particular issues among looked after children and young people 
is problematic due to the heterogeneity of the population.  They found that studies tended to 
lack specificity regarding the care histories of the children involved in research, including their 
reasons for entry into care, length of placement, placement moves and so forth.  These 
variables should also be factored in when interpreting the findings to create a comprehensive 
DQGDFFXUDWHGHVFULSWLRQRIFKLOGUHQDQG\RXQJSHRSOH¶VKHDOWKQHHGV  Alongside this, Scott et 
al. (2013: 48) suggest that, whilst understanding WKH µDEVROXWH SUHYDOHQFH UDWHV RI KHDOWK
SUREOHPV¶LVµXVHIXOIRUFRUSRUDWHSDUHQWVZLWKUHVSRQVLELOLW\WRPHHWKHDOWKQHHGV¶ZKDWLVUHDOO\
required in terms of prevention, and to a certain extent the type of service required, is an 
understanding of µrelative rates [that is are the health problems related to the causes or 
FRQVHTXHQFHVRIFDUH@¶.  
 
Scott et al¶V (2013) review found no literature regarding interventions to improve the physical 
health outcomes of looked after children; instead, the literature focused more on improving the 
mental health outcomes.  The evidence on the mental health of looked after children indicates 
that there is much cause for concern. 
  
                                         
6
 Scott et al (2013), after reviewing much of the research literature regarding the physical health needs of looked after 
children, suggest that there are concerns with the data. They considered six studies which reported on physical 
health concerns.  
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2.2 Mental health 
Key messages from literature:  
x Even when taking into account poverty and disadvantage, looked after children 
appear to have poorer mental health than their non-looked after peers. 
x Both pre-care and in-care experiences may contribute to poor mental health 
among looked after children. 
x Looked after children can face multiple barriers when it comes to addressing 
mental health issues, including complexity of problems, late identification, long 
waiting times for appointments, service inflexibility in mode of delivery and 
problems addressed, and stigma surrounding mental health issues. 
 
Mental health problems appear to be substantially higher among looked after children than 
among their non-looked after peers.  Meltzer et al¶VVWXG\FRQFOXGHGWKDWLQ6FRWODQG
45% of looked after children (aged 5-17) had a least one mental health problem.  This compares 
to an incidence of approximately 10% in the general population.  Scott and Hill (2006), as 
mentioned above, have also suggested that looked after young people have higher rates of 
mental health concerns (including conduct disorder).  Research by Ford et al. (2007) compared 
psychiatric morbidity rates in looked after children to children in both the general population and 
in the most deprived sub-group.  In the diagnostic tool they used to assess psychiatric morbidity, 
looked after children were more likely to have at least one psychiatric diagnosis (46%) 
compared with the rates of children in the most deprived sub-group (15%) and in the general 
population (8%).  Conduct disorder rates showed the highest differential in terms of type of 
disorder (27% in looked after children, 5% in children in the most deprived area, and 1% in the 
general population).  This study concludeVWKDWORRNHGDIWHUFKLOGUHQµKDGVLJQLILFDQWO\SRRUHU
mental health than the most disadvantaged children outside WKHFDUHV\VWHP¶,ELG 
 
Scott et al¶VUHYLHZRIWKHUHVHDUFKVXJJHVWHGWKDWDKLJKQXPEHURIORRNHGDIWHUFKLOGUHQ
may have a range of diagnosed (and arguably undiagnosed) mental health problems.  This 
additional complexity means that the child should have access to services which are able to 
treat these different conditions as a collective rather than considering only one condition.  
Moreover, behavioural issues are reported to have the highest incidence rate in the population 
of looked after children, and this is observed across the different care settings (Ibid.). 
 
Scott et al. (2013) again raise the concern that the research is not conclusive in understanding 
whether the mental ill-health of looked after children might relate to WKHFKLOG¶VUHDVRQVIRUEHLQJ
looked after (their pre-care experiences) or if it is as a consequence of being looked after (in 
terms of quality of placements, type of placement, number of moves, relationships and so forth).  
(TXDOO\ZKHUHUHVHDUFKKDVFRQVLGHUHGWKHLPSDFWRIGLIIHUHQWFDUHVHWWLQJVRQDFKLOG¶VPHQWDO
health, the different ages and reasons for entry to care are not always taken into account.  The 
lack of control of, or of reporting on, these different variables lead to difficulties in commenting 
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RQDVSHFLILFVWXG\¶VILQGLQJVFRPSDUHGZLWKDQRWKHUVWXG\  This can lead to conclusions that 
are not supported by other evidence. 
 
Despite methodological concerns, the message from the extant body of research is that the 
mental health of looked after children is poorer than that of the general population.  However, 
the reasons why this is the case are not as clear.  A variety of interventions and services have 
been developed.  Vostanis (2010), when considering the international literature on mental 
health services for children in care, suggests that although much is known about the factors 
which lead to mental health concerns, there is a lack of evidence about the effectiveness of 
different services, models and interventions.  He identifies a number of gaps which need 
addressing.  These include: (1) a lack of a common language between services and (2) the 
complexity of issues that looked after children can present, which often do not match the criteria 
for specialist services (such as Child and Adolescent Mental Health Services, CAMHS). 
 
Minnis et al. (2006) suggest that the main gap in service provision relates to delivering effective 
interventions to children whose mental health problems are already identified, but which are 
persistent, disabling and hard to manage.  In some later research (2013), Minnis suggests a 
QHZ FRQFHSW ZKLFK VKH FDOOV µPDOWUHDWPHQW DVVRFLDWHG SV\FKLDWULF SUREOHPV 0$33¶  She 
GHVFULEHVWKLVDVµDV\QGURPHRIRYHUODSSLQJFRPSOH[QHXURGHYHORSPental problems in children 
ZKRKDYHH[SHULHQFHGDEXVHRUQHJOHFWLQHDUO\OLIH¶,ELG Minnis suggests that parents of 
this group of children, who experience extreme deprivation, abuse or neglect in their early years, 
may not access services.  As suchWKHVHFKLOGUHQDUHDµKLGGHQSRSXODWLRQ¶ZKRVHDFFHVVWR
services, in their early years, to assess concerns about development and possibly 
neurodevelopmental clinical assessments may be very limited.  Moreover, even if a child is 
referred, the complexity of the difficulties might prove overwhelming both in terms of description 
and response. However, Minnis (2013) concludes that children with complex 
QHXURGHYHORSPHQWDO SUREOHPV DUH EHLQJ GHQLHG LQWHUYHQWLRQV ZKLFK µFRXOG UDGLFDOO\ FKDQJH
their developmentaO WUDMHFWRULHV IRU WKH EHWWHU¶ DQG VXJJHVWV WKDW ZH QHHG WR GHYHORS QHZ
µPRGHOV RI DVVHUWLYH RXWUHDFK DQG SUHYHQWDWLYH DQG LQWHUYHQWLRQ VHUYLFHV¶ ,ELG   Other 
studies have suggested that the barriers to accessing services include limited capacity, long 
waiting times for CAMHS assessment, and reluctance of young people to become involved with 
services which add to their sense of stigmatisation and/or feelings of lack of control of their lives 
(Stanley, 2007). 
 
Children who are looked after away from home can experience multiple placement moves.  This 
has been linked to a greater likelihood of these looked after children having some form of 
psychiatric diagnosis compared with other looked after children (Beck, 2006).  Alongside this, 
Beck (Ibid.) highlights the issue that young people who move placement frequently are less 
likely to access medical services. 
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A recent research report entitled, What works in preventing poor mental health in looked after 
children (Luke et al., 2014), gave two caveats UHJDUGLQJZKDWPLJKWEHFRQVLGHUHGWKHµEHVW¶
type of intervention.  Firstly, diversity in outcomes should be expected following maltreatment 
and neglect because of the many individual factors (biology, personal characteristics) and 
environmental factors (experiences before and in care, situational context) that contribute to 
HDFKFKLOG¶VUHVSRQVH  6HFRQGO\LWPD\EHKHOSIXOWRDYRLGWKLQNLQJRIWKHµFRQVHTXHQFHVRI
PDOWUHDWPHQWVLPSO\LQWHUPVRIµGDPDJH¶GRQHWRWKHFKLOGDVDUHVSRQVHWKDWPD\EHDGDptive 
or helpful in one context (e.g. GHWHFWLQJ WKUHDW FDQ EHFRPH µSUREOHPDWLF¶ LQ DQRWKHU¶ 
8QGHUVWDQGLQJOLNHO\UHDVRQVZK\µSUREOHP¶EHKDYLRXUVPD\KDYHGHYHORSHGLVNH\WRILQGLQJ
effective interventions (Ibid.:1).  ,QOLQHZLWKWKLV5HHV¶3) multidimensional Welsh study of 
193 looked after children found that between 34% and 76% performed within the average to 
above average range on measures of mental health, emotional literacy, cognitive functioning, 
literacy and literacy achievement, despite the overall picture of their health appearing to be 
negative in comparison to norms. 
 
These caveats chime with the calls to consider each child holistically, including the wider 
influences with which they interact.  They also reflect the call to recognise and take into account 
the heterogeneity of looked after children, not just in terms of their lived care experiences but 
also their own biological factors and predispositions.  Thus, if we are to respond effectively, we 
need to consider and encourage recognition of the individuality and strengths of looked after 
children. 
 
 
2.3 /RRNHGDIWHUFKLOGUHQ¶VKHDOWKEHKDYLRXUV 
Key messages from the literature:  
x High rates of health-risk behaviours (for example, smoking and sexual 
relationships at a younger age) have been identified among the looked after 
population. 
x Transition points, such as into and out of care, may be particularly risky times 
when it comes to health-risk behaviours. 
x Rates of self-harm and attempted suicide are higher for looked after children and 
young people. 
x There is evidence that care leavers of all ages are over-represented in suicide 
statistics and other early deaths. 
 
The literature suggests that children and young people who are looked after may be more likely 
to smoke and use illicit drugs.  Meltzer et al.¶V6FRWWLVKVWXG\LQIRXQGWKDWLQDVDPSOHRI
128 11-15 year olds, 40% reported being current smokers7.  This is a substantial figure, 
                                         
7
 µ&KLOGUHQZHUHFODVVHGDV FXUUHQWVPRNHUVLIWKH\VDLG\HVWRWKHTXHVWLRQµ'R\RXVPRNHDWDOOWKHVHGD\V"¶
(Meltzer et al. 2004: 88). 
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especially when compared to the Health Behaviour in School-Aged Children (HBSC) report for 
the Scottish cohort (Currie et al., 2011) where 1% of 11-year-olds, 7% of 13-year-olds and 18% 
of 15-year-olds reported being current smokers.  Moreover, 0HOW]HU¶VVWXG\IRXQGWKDWLQWKH
last month, 21% had used cannabis, compared with 9% of 15-year-olds in the HBSC report 
(2011).  31% of 11-15±year-old looked after children and young people LQ 0HOW]HU¶V VWXG\
reported to drink alcohol at least a few times a year or more regularly.  Of these, 16% reported 
they drank alcohol once or twice a week and 3% reported to drink alcohol daily.  24% of the 11-
15-year-old children and young people in this study reported that they did not drink alcohol 
anymore. 
 
$UHSRUWSURGXFHGIRU*ODVJRZ¶V&KLld Protection Committee in 2014 (Fuller et al.), considered 
WKH ULVN IDFWRUV IRUVXLFLGH LQ ORRNHGDIWHUFKLOGUHQVXJJHVWLQJ WKDW WKHUH LV µDKLJKHU UDWHRI
VXLFLGHLQORRNHGDIWHUFKLOGUHQWKDQ LQWKHJHQHUDOSRSXODWLRQ¶,ELG9LQFHQWDQG3HWFK¶V
(2012: 92) audit and analysis of Serious Case Reviews (SCR) in Scotland found that nine cases, 
they considered in their study, related to teenagers.8  They suggest that cases µinvolving 
teenagers are much more likely to be deaths¶ 7KH\UHSRUWWKDWµVeven of these teenagers died: 
four from drug or alcohol intoxication; and three from suicide¶.  The reasons why these young 
people (all known to social work and seven of whom were or had been looked after and 
accommodated) died or were injured was not due to harm by their parents (as it might be for 
\RXQJHUFKLOGUHQEXW µthey usually die through suicide or as a result of their own risk taking 
behaviour (Vincent, forthcoming)¶. 
 
Studies (Stanley et al., 2004; Beck, 2006) of looked after children have shown that high rates 
of self-harm are particularly concerning.  Furnivall (2013: 2) in her consideration of the evidence 
surrounding the issue of self-KDUPDQGVXLFLGHVXJJHVWHGWKDWµEHFDXVHRIGLIILFXOW and in many 
cases traumatising backgrounds, children in care and care leavers are more at risk both of 
hurting themselves and completing VXLFLGH¶ The SCR audit by Vincent and Petch (2012: 93) 
in their analysis of the deaths of the young people suggest tKDWWKHVH\RXQJSHRSOH¶Vµdeaths 
are, therefore, not directly related to abuse or neglect but the abuse or neglect they experienced 
in their childhood, and agencies¶ response to this, undoubtedly played some part in contributing 
WRWKHVHWUDJLFRXWFRPHV¶ 
 
Meltzer et al. (2004) found that over 22% of looked after children surveyed had tried to hurt, 
harm or kill themselves; this rate was higher for children living in residential units (39%), 
compared to those with birth parents (18%) or foster carers (13%).  These statistics, whilst 
helpful, need to be treated with caution.  It would be a mistake to target services simply at 
residential establishments for the following reasons.  Firstly, there is a difference in the age 
profiles of these children in the aforementioned care environments, with children living in 
                                         
8
 This report presents the findings from an audit and analysis of 56 Significant Case Reviews (SCRs) and 43 Initial 
Case Reviews (ICRs) conducted in Scotland since 2007. 
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residential care tending to be older.9  Understanding this difference in age profile may, in itself, 
account for the difference in reported statistics.  Secondly, in terms of the relative numbers of 
children within these different care environments, there are many more children living at home 
with birth parents or in kinship and foster care than there are children living in residential care.10  
This means that numerically there will be more children living at home or in kinship or foster 
care requiring, arguably, greater service provision. 
 
Looked after young people may also be more likely to engage in risky sexual behaviours (for 
example, engaging in sexual relationships at a younger age, having a higher number of casual 
partners or not using condoms).  Three of the studies considered in Scott et al¶VUHYLHZ
found that looked after young people may be at increased risk of engaging in risky sexual 
behaviours (see Lerpiniere et al. (2013) for further consideration of looked after children, risky 
behaviour and the link to CSE).  The Jay report on Child Sexual Exploitation (CSE) in 
Rotherham (2014) identified the risk factors which were associated with children who are more 
likely to become victims of sexual exploitation.  7KHUHSRUWLGHQWLILHGWKDWµDOPRVWRIFKLOGUHQ
ZKRZHUHVH[XDOO\H[SORLWHGRUDWULVNKDGPLVXVHGDOFRKRORURWKHUVXEVWDQFHV¶DQGWKDWµWKLV
ZDVW\SLFDOO\SDUWRIWKHJURRPLQJSURFHVV¶  In addition, in terms of personal health issues of 
WKH\RXQJSHRSOHµDWKLUGKDGPHQWDOKHDOWKSUREOHPVDJDLQRIWHQDVDUHVXOWRIDEXVHDQG
two thirds had emotional health difficulties¶.  In consideration of broader family and home 
influences, WKH-D\UHSRUWVXJJHVWHGWKDW µWKHUHZHUH LVVXHVRISDUHQWDODGGLFWLRQ LQRI
cases and parental mental health issues in over a third of cases.  Barriers to accessing specialist 
counselling and/or mental health services for children and young people were a recurrent 
theme¶-D\31-32). 
 
Leaving care may be a particularly important time for young people in terms of their health.  This 
is reflected in wRUNE\WKH1DWLRQDO&KLOGUHQ¶V%XUHDX, which has found that young people 
leaving care are a particularly vulnerable group.  A recent report in England suggests that young 
people with care experience are µPRUH OLNHO\ WR EHFRPH \RXQJ SDUHQWV¶ &HQWUH IRU 6RFLDO
Justice, 2015: 4).  This report suggested, using data gathered from 93 local authorities through 
a Freedom of Information request, that µSHUFHQWRIIHPDOHFDUHOHDYHUVEHFRPHWHHQDJH
parents and that µthis is about three times the national average¶ (in England).  These figures 
corresponded with an older study by Dixon (2008) in England which reported that a quarter of 
                                         
9
 The Age profile of Looked after children by accommodation type on 31st July 2014. In community based care 
(includes, birth, kin and foster care): Age (years) (5 -11) ± 5674 children, (12-15) - 3853 children, (16-17) - 1,172 
young people. In residential care: Age (years) (5-11) ± 144 children, (12-15) ± 776, (16-17) ± 475. Available online at 
http://www.gov.scot/Topics/Statistics/Browse/Children/PubChildrenSocialWork 
10
 Total number of looked after children at 31 July 2014 was 15,580. 7KHQXPEHURIFKLOGUHQORRNHGDIWHUµDWKRPH¶
was 4,144 (27% of the total looked after population). The number of children in foster care was 5,533 (36% of the 
WRWDOORRNHGDIWHUSRSXODWLRQDQGUHSUHVHQWVRIWKHWRWDOµDFFRPPRGDWHG¶SRSXODWLRQ).  The number of children in 
kinship care was 4,181 (27% of the total looked after population). The number of children in residential care (including 
secure) was 1,470 (or 9% of total population). Available online at 
http://www.gov.scot/Topics/Statistics/Browse/Children/PubChildrenSocialWork  
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care leavers were pregnant or young parents within a year of leaving care (Dixon, 2008).11  We 
do not have national data on how many looked after young people and care leavers are young 
parents in Scotland. 
 
'L[RQ¶VVWXG\DOVRKLJKOLJKWHGWKDW, compared to figures taken within three months of 
leaving care, this group of care leavers when interviewed a year later were more likely to report 
having problems with drugs and alcohol (increased from 18% to 32%) and to report mental 
health problems (12% to 24%).  7KHUHZDVDOVRLQFUHDVHGUHSRUWLQJRIµRWKHUKHDOWKSUREOHPV¶
(28% to 44%) such as weight loss, asthma, flu, pregnancy and illnesses related to drug or 
alcohol misuse. 
 
2.4 Summing up the literature so far 
The literature relating to looked after children and young people suggests there are concerns 
with both physical and mental health issues and health behaviours.  However, it seems that, 
due to the heterogeneity of the group, both the actual extent of these health issues and the 
implications for interventions and service models are not clear from what is known at present. 
 
,QWHUPVRIWKHKROLVWLFSLFWXUHRIDFKLOG¶VZRUOGDQGWKHDFNQRZOHGJHGLQIOXHQFHVRIWKHPDQ\
GLIIHUHQW DVSHFWV RI WKH HQYLURQPHQW ZKLFK KHOS VKDSH D FKLOG¶V KHDOWK ZH QHHG WR WDNH
FRJQLVDQFH RI WKH ZLGHU DVSHFWV RI D FKLOG¶V OLIH and understand the presenting conditions 
and/or behaviours.  Figure 1, at the start of this paper, provides the framework for some of these 
wider influences which are briefly discussed below. 
 
 
3 Context of Child Health 
 
3.1 Influences at the family level  
Key messages from the literature:  
x Positive relationships are key to providing quality care environments for 
children. 
x Exposure to adverse experiences in utero and during the early years of life can 
have substantial and lasting consequences for health. 
x $SDUHQW¶VFDSDFLW\WRcare and parental health behaviours are critical to healthy 
child development. 
 
                                         
11
 Compare this to recent statistics produced by the Scottish Government (2014). Although not specifically about 
looked after children, they give an indication of the general population and the correlation between deprivation and 
teenage pregnancy.  There is a strong correlation between deprivation and teenage pregnancy. In the under 20 age 
group the most deprived areas have nearly 12 times the rate of delivery compared to the least deprived areas (53.8 
compared to 4.6 per 1,000 population) and nearly twice the rate of abortion (21.9 compared to 11.8 per 1,000 
population). Available online at: http://www.isdscotland.org/Health-Topics/sexual-health/Publications/2014-06-
24/2014-06-24-TeenPreg-Report.pdf 
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Every effort should be made to support the development and maintenance of positive 
relationships within the family, as these are extremely important to children and young people.  
In terms of the influences on the child in this holistic model, we see that parents/carers have a 
direct role in developing child health and health-related behaviours.  Luke et al. (2014) 
HPSKDVLVH WKH LPSRUWDQFH RI µRUGLQDU\ FDUH¶ LQ VXSSRUWLQJ FKLOGUHQ DQG \RXQJ SHRSOH¶V
developing health and wellbeing. This conclusion that care is part of the ordinariness of 
everyday life has implications for the way we perceive interventions. It suggests that 
interventions might be working with parents/carers to develop strong, quality care environments 
for children. 
 
There is a growing evidence base showing that exposure to early adverse life events affects 
the developing brain, exerting powerful and potentially long-term effects on neural structure and 
function.  The impact on the brain is not constant throughout life, with early experiences exerting 
a particularly strong influence in shaping the functional properties of the immature brain (Nelson, 
2012).  Many looked after children are exposed to adverse experiences, including prenatal 
exposure to alcohol and/or other harmful drugs, neglect, sexual abuse, exposure to violence 
and parental instability (e.g. criminal behaviour, substance abuse, etc.).  The Adverse 
Childhood Experiences Study looked at the impact of seven types of adverse events and 
subsequent outcomes.  It found that a young person who has experienced four or more adverse 
events in early life is approximately seven times more likely to become an alcoholic and almost 
five times more likely to misuse drugs than a young person who has experienced no adverse 
experiences (Felitti et al., 1998). 
 
The influence on the child of the SDUHQWV¶ FDSDFLW\ WR FDUH DQG WKH SDUHQWV¶ RZQ KHDOWK
behaviours can be seen as critical to healthy child development.  Furnivall et al. (2012) review 
attachment theory and its impact on the life course.  They describe how µ>D@ttachment theory 
explores some of the earliest interactions between infants and their caregivers and seeks to 
H[SODLQKRZGLIIHUHQWUHVSRQVHVIURPDGXOWFDUHJLYHUVFDQDIIHFWLQIDQWV¶LPPHGLDWHZHOOEHLQJ
and indeed their developmental trajectory throughout childhooGDQGLQWRDGXOWKRRG¶,ELG 
Understanding the impact of poor parental health (for example, mental health problems), poor 
health behaviours (for example, drug misuse) and/or other environmental factors (for example, 
poverty) on the relationship between a child and their caregiver is crucial if we are going to 
promote and support healthy attachments. 
 
An attachment-informed practice model would suggest that it is important to consider what 
support can be provided to parents and carers.  A number of studies have looked at the 
effectiveness of behavioural and cognitive behavioural training to support foster carers in 
managing difficult behaviour, but there has been no measurable impact on outcomes for the 
children (NHS Health Scotland, 2012).  Such results, however, need to be treated with caution.  
Furnivall (2011) points to a consistent theme in effective intervention for children looked after 
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DZD\IURPKRPHQDPHO\WKHFDUHJLYHU¶VFDSDFLW\WRUHIOHFWRQWKHFKLOG¶VEHKDYLRXULQRUGHUWR
KHOSWKHPXQGHUVWDQGWKHFKLOG¶VWKRXJKWVIHHOLQJVDQGQHHGV  Furnivall et al. (2012) argue 
WKDWWKHµPRVWHIIHFWLYHDWWDFKPHQWEDVHGLQWHUYHQWLRQVWDUJHWWKHFDUHJLYHUDQGWKHUHODWLRQVKLS
UDWKHUWKDQWKHFKLOGGLUHFWO\¶,ELG  Luke et al. (2014) also point to the limitations of the 
research in this area, and in their report instead detail five principles of effective interventions 
which need further testing.  Two of these principles focus on the caregiver and their relationship 
with the child (either directly or indirectly). 
 
Children placed away from home need to have the support and opportunities to ensure that 
their health outcomes are not compromised by early childhood adversity.  In this sense, then, 
we understand that the ways in which services are delivered and managed need to take 
FRJQLVDQFHRIWKHLQIOXHQFHRIWKHPDQ\IDFWRUVWKDWPLJKWLPSLQJHRQDORRNHGDIWHUFKLOG¶VOLIH 
 
 
3.2 Influences at community level 
Key messages from literature:  
x There is a range of enabling legislation in Scotland which should facilitate 
better health-related outcomes for looked after children, young people and care 
leavers. 
x The enactment of Corporate Parenting by all publically funded organisations in 
Scotland should provide a range of opportunities to improve the health-related 
outcomes for looked after children, young people and care leavers. 
 
At the community level, service providers need to understand the lives of looked after children 
(in all their heterogeneity).  Recent legislation in Scotland, the Children and Young People 
(Scotland) Act 2014 (the Act), has provided an impetus to promote broader awareness and 
support for looked after children in their communities.  The Act confers new statutory duties on 
a range of publicly funded organisations12 thaW DUH QRZ NQRZQ DV µFRUSRUDWH SDUHQWV¶ 
Collectively, these duties are designed to ensure that the attention and resources of corporate 
parents are focused on the task of safeguarding and promoting the wellbeing of looked after 
children and care leavers.  In particular, Section 58 of the Act states that every corporate must 
(a) be alert to matters which, or which might, adversely affect the wellbeing of an eligible young 
person; (b) assess the needs of eligible young people for any services or support provided;  
                                         
12
 Corporate Parents in Scotland now include: Scottish Ministers (this refers to the Scottish government and its 
DJHQFLHVDORFDODXWKRULW\1DWLRQDO&RQYHQHURI&KLOGUHQ¶V+HDULQJV6FRWODQG&KLOGUHQ¶V+HDULQJV6FRWODQG7KH
Principal Reporter, Scottish ChLOGUHQ¶V5HSRUWHU$GPLQLVWUDWLRQDKHDOWKERDUGDERDUGFRQVWLWXWHGXQGHUVHFWLRQ
2(1)b of the National Health Service (Scotland) Act 1978, Healthcare Improvement Scotland, Scottish Qualifications 
Authority, Skills Development Scotland, Social Care and SRFLDO:RUN,PSURYHPHQW6FRWODQGDOVRNQRZQDVWKHµ&DUH
,QVSHFWRUDWH¶6FRWWLVK6RFLDO6HUYLFHV&RXQFLO666&6FRWWLVK6SRUWV&RXQFLODOVRNQRZQDV6SRUW6FRWODQG
Chief Constable of the Police Service of Scotland, Scottish Police Authority, Scottish Fire and Rescue Service, 
Scottish Legal Aid Board, Commissioner for Children and Young People in Scotland (SCCYP), Mental Welfare 
Commission for Scotland, Scottish Housing Regulator, Bord na Gáidhlig, Creative Scotland. 
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(c) seek to provide eligible young people with opportunities to promote their wellbeing; and (d) 
take appropriate action to help eligible young people access those opportunities.13  
 
This recent legislation is intended to help mitigate issues that looked after children face in their 
communities, and to provide opportunities in terms of, for example, access to play, music, 
leisure activities, sport, health, education and employment.  Mooney et al. (2009) identify that, 
in the promotion of good health, looked after children and young people need access to positive 
activities, alongside educational opportunities, security and stability.  Equally, Statham and 
Close (2010:6) indicate that there is a degree of consensus emerging regarding children and 
\RXQJ SHRSOH¶V ZHOOEHLQJ µand most include domains which relate to their physical, 
psychological and social wellbeing in one form or another.  They also incorporate, to varying 
degrees, measures of socio-economic and environmental wellbeing such as educational 
attainment, economic and material resources, housing and the local environment, quality of 
VFKRROOLIHDQGDFFHVVWROHLVXUHDFWLYLWLHV¶.  This suggests that the influence of their peer group 
and local cultural values and beliefs can LPSDFWRQDFKLOG¶VZHOOEHLQJ 
 
Another significant policy development in Scotland is the Public Services (Joint Working) 
(Scotland) Act 2014 (Scottish Government).  The Act requires local authorities and the NHS to 
work together to provide integrated health and social care services to adults.  Moreover, it also 
gives permission for the integration of FKLOGUHQ¶VVHUYLFHV.  Welch et al. (2014: 6), in reviewing 
the literature about the integration of services, VXJJHVWWKDWµWKHLQWHJUDtion of adult health and 
social care is likely to impact on various groups of children and young people.  In many cases 
collaborative approaches have been shown to be helpful; however, these benefits will only 
happen if children aQG\RXQJSHRSOH¶VQHHGVDUHFRQVLGHUHGDQGIDFWRUHGLQWRGHFLVLRQV¶ They 
conclude WKDW WKH$FW LV µDVLJQLILFDQWRSSRUWXQLW\ IRUFKLOGUHQDQG\RXQJSHRSOH LQ6FRWODQG
providing that their needs are not overlooked given the substantive drivers and undisputed 
QHHGVRIDGXOWVHUYLFHXVHUV¶ 
 
 
3.3 Influences at societal level 
Key messages from literature:  
x Marmot (2010) suggests that actions to reduce health inequalities must be 
universal, but with a scale and intensity proportionate to the level of 
GLVDGYDQWDJHVRPHWKLQJKHWHUPVµSURSRUWLRQDWHXQLYHUVDOLVP¶ 
x A holistic approach to health and wellbeing takes account of the complexity of 
the issues faced by looked after children, young people and care leavers, as well 
as the impact of these issues on behaviours and outcomes across many areas 
of their lives. 
                                         
13
 For full details on the corporate parenting duties, please see Part 9 of the Children and Young People (Scotland) 
Act 2014. 
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Health inequalities (Marmot, 2010) are recognised as an issue for service provision.  Reflecting 
RQµKHDOWKLPSURYHPHQW¶DQGµKHDOWKLQHTXDOLWLHV¶DQXPEHURIVWXGLHVUHIHUWRWKHµLQYHUVHFDUH
ODZ¶ZKHUHE\WKHEHQHILWVRISROLFLHVDFFUXHPRUHWRDGYDQWDJHGJURXSVLQVRFLHW\DQGRYHUDOO
improvements in health mask continuing inequalities.14  Preventing or reducing health 
inequalities for looked after children may, therefore, require investment in targeted services and 
general population-focused programmes. For instance, McIntyre (2007) suggests that 
information-based approaches (such as pamphlets in GP surgeries, media campaigns or those 
UHTXLULQJLQGLYLGXDOVWRµRSWLQ¶PD\EHOHVVHIIHFWLYHDPRQJVWGLVDGYDQWDJHGJURXSV Marmot 
(2010) suggests that to reduce the steepness of the social gradient in health, actions must be 
universal, but with a scale and intensity proportionate to the level of disadvantage, something 
KHWHUPVµSURSRUWLRQDWHXQLYHUVDOLVP¶  His report concluded that reducing health inequalities 
UHTXLUHVFRQFHUWHGDFWLRQWRµJLYHHYHU\FKLOGWKHEHVWVWDUW LQOLIH¶FUXFLDOWRUHGXFLQJKHDOWK
inequalities across the life course. 
 
Kelly et al. (2013), in their consideration of looked after disabled children, suggest that a holistic 
approach to children helps us understand the complexity of concerns, of which health and 
wellbeing are fundamental.  They propose, as expressed in Figure 1, that the interwoven nature 
of health, education, social and environmental factors leads WRDQXQGHUVWDQGLQJWKDWµGHILFLWV
LQRQHDUHDDUHOLNHO\WRLPSDFWRQFKLOGRXWFRPHVLQDQRWKHUDUHD¶,ELG 
 
  
                                         
14
 $UHSRUWE\&RUGLV%ULJKWIRU$OO:DOHV+HDGVRI&KLOGUHQ¶V6HUYLFHVHQWLWOHGResearch on difference in the 
looked after population QRWHGµWKHKLJKHUWKHOHYel of deprivation, the higher the number of children per 10,000 who 
DUHORRNHGDIWHU¶,ELG7KH\VXJJHVWWKLVLVFRQVLVWHQWZLWKSUHYLRXVUHVHDUFKDQGZLWKWKH(QJOLVKFRQWH[W7KLV
suggests that looked after children are generally from less affluent groups. Report available online at 
www.wlga.gov.uk/download.php?id=5542&l=1 
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IV Implications for policy and practice 
 
This review of the health of looked after children and young people has highlighted that, in 
general, this group of children have poor health outcomes.  However, it has also illustrated how 
DQLQGLYLGXDO¶VKHDOWKQHHGVWREHFRQWH[WXDOLVHG In adopting a holistic approach to health, we 
FDQPLWLJDWHVOLSSDJHWRZDUGVµVHUYLFHGULIW¶ZKHUHDGLVFXVVLRQRIWKHVRFLDOGHWHUPLQDQWVRI
health gives way to a consideration of health services alone) (Scottish Parliament, 2015).  The 
implications for policy and practice that emerge have a common component in that they require 
an attendance to the diversity and individuality of looked after children.  This is reflected in the 
four points below which call for more effective data collection, robustness of research, review 
of the effectiveness of current interventions and consistent evaluation: 
 
1. 7KHHIIHFWLYHQHVVRIWKHGDWDFROOHFWHGDERXWORRNHGDIWHUFKLOGUHQ¶VKHDOWK and health 
outcomes at national and local levels should be reviewed to ensure that it is sufficient 
and fit for purpose, taking into account the heterogeneity of looked after children. 
 
2. The limitations of the research described in this paper suggest that more work needs 
to be done in the design and implementation of research to study effectively what works 
for looked after children in a number of different areas including physical health, mental 
health and health behaviours. These need to indicate and describe the target 
population, addressing and reporting on all the known variables. 
 
3. The effectiveness of interventions and services developed to attend to the mental 
health needs of looked after children and care leavers should be reviewed.  These 
interventions should take into account the additional barriers that looked after children 
may face in accessing services, for example, multiple placement moves.  Services need 
to be flexible at the point of contact and in their delivery, and interventions need to be 
LQWHJUDWHGLQWRWKHZLGHUDVSHFWVRIWKHFKLOG¶VOLIH  This should take into consideration 
WKHLPSRUWDQFHRIUHODWLRQVKLSVLQFKLOGUHQ¶VOLYHVDQGKRZWKHFRQVLVWHQF\DQGTXDOLW\
RIµRUGLQDU\FDUH¶FDQ be strengthened and supported. 
 
4. It is important that interventions and services that are developed in response to the 
health needs of looked after children and young people are evaluated effectively.  
Research monitoring the effectiveness of these interventions would provide information 
about what works.  It makes little sense to invest in services which are not effective.  
This increasing knowledge bank would then inform future service developments. 
 
This paper illustrates the fact that there is much evidence and discussion about the health of 
looked after children.  ,WVXJJHVWVWKDWLQYHVWPHQWLQORRNHGDIWHUFKLOGUHQDQG\RXQJSHRSOH¶V
health should be driven by an understanding of what works and needs to be addressed using 
an intentionally holistic approach.  
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